9/4/2006


Contact Provider Log                                                                                     Date Sent ____________

Provider Name ______________________________________________

Date ______________________________________________________

Client Name ________________________________________________

Medicaid ID Number _________________________________________

Service Coordinator __________________________________________

Agency ____________________________________________________

Phone / Fax Number ________ _________________________________

Prior Authorization for dates ___________________________ to ___________________________

Procedure Authorized ___________________________________   Units Authorized ___________ Procedure Authorized ___________________________________   Units Authorized ___________

Procedure Authorized ___________________________________   Units Authorized ___________

       Date of Service
     Procedure
             Units used                     Units remaining

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
________________________________________________________________________________

Utilization Issues:
4010 Dupont Circle, Suite 582, Louisville, KY 40207 phone/ fax 502-899-5411

This provider is independently contracted to provide mental health services
At present we DO or DO NOT have a Service Plan for the period indicated above.
                             (circle one indicated)


